February 1961 


an 
of | IN THIS ISSUE 
m. 

eCCC Technique in Full 

outh Reconstruction ...... .60 

or 
cial Pain..................65 
is 
ij. pe Self-curing Acrylics for 

Immediate Replacements ... 70 
che 
ted ° Incisal Relationship in the 
Human Dentition ...........72 
ad e Editor’s Page ............79 
tol ffinical and Laboratory 
ul: Suggestions ............... .80 
im- 


im- fiedicine and the Biologic 


Selences ...................82 
ted 
on- ................92 
im- (A Complete Table of Contents 
-_ Appears on page 59) 
the 


Cover !!lustration—Friedman 
article, page 65 


UNIVAC PORCELAIN Anteriors in UNIVAC POLYCHROME Colors 
make possible new and distinctive concepts of physiologic 
characterizations that represent a unique advance in esthetics 
for the creation of personalized full and partial dentures. 

In these extraordinary colors, you will also perceive the “‘alive”’ 
markings that are characteristic of a normal dentition, 
beautifully reproduced within the teeth as enamel fractures, fillings, 
decalcification, food and tobacco stains, etc. 

They appear with incredible fidelity but also with such a superb delicacy 
that nature’s normal imperfections are made to contribute to 
rather than detract from cosmetic effects. 


Call your Universal Dealer or write for more information. 


UNIVERSAL DENTAL CO. * 481H AT BROWN STREET * PHILADELPHIA 39, PENNSYLVANIA 


f 
| 
; 
| 


Registered in U.S. Patent Office 


About Our 
CONTRIBUTORS 
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versity, 1948), D.D.S. (New York Univer- 
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1954. This month Doctor Linkow presents 
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FactaL Pain, which was first published in 
Postgraduate Medicine in June 1960. 
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Capt. Henry A. Cottetr (DC) U.S.N., Ret., 
D.D.S. (Temple University, School of Den- 
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for his many valuable contributions on prac- 
tical dental subjects during the last ten 
years. Captain Collett, who has retired from 
active service, concludes in this issue his 
tWo-pari article, THE INcISAL RELATIONSHIP 
INTHE HUMAN DENTITION. 
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The CCC TECHNIQUE 


in Full Mouth Reeonstruction 


LEONARD I. LINKOW, D.D.S., Kew Gardens Hills, L.I., New York 


DIGEST 
This article is a step-by-step de- 
scription of a rehabilitation tech- 
nique evolved by the author and 
successfully adapted by him in 
his own practice. The procedure, 
which is valuable for duplication 
of prepared teeth, accurate trans- 
fer of copings, and immediate 
revelation of parallelism, is desig- 
nated as the CCC (compound, 
copper band, coping ) technique. 


Rationale of Procedure 
Wide experience in full mouth reha- 
bilitation, using the many different 
methods available, demonstrates that 
simple theories and uncomplicated 
methods are efficient and will produce 
excellent results. Extra-oral registra- 
tions and articulations may be confus- 
ing to the operator; in most cases the 
occlusal plane can be re-established by 
using the remaining teeth in the pa- 
tient’s mouth. Raising the bite by use 
of elongated crowns is not usually ad- 
vised. If the bite is to be opened, a 
bite-plane is used. In re-establishing 
the occlusal plane crowns are not con- 
structed at a higher occlusal level than 
the patient’s highest remaining tooth. 

Tooth Replacement Should be 
Prompt—Extracted teeth should be re- 
placed as soon as possible to prevent 
the development of an occlusal irregu- 
larity; if this is not possible the irregu- 
larity should be corrected by judicious 
grinding or by orthodontic treatment 
before starting the bridge construc- 
tion.! 


Related Factors 
The condition and position of the 
abutment teeth must be considered. It 
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is generally agreed that when a fixed 
bridge is placed on a tipped posterior 
abutment tooth the bridge causes un- 
due leverage in a forward direction, 
with the strain on the anterior tooth. 
The force of the bite being applied in 
a vertical direction is received unfav- 
orably by the tipped tooth, causing an 
excessive thrust anteriorly. This ex- 
cessive force is sometimes better with- 
stood by two anterior abutment cast- 
ings soldered together, rather than 
one. 

Tipped Teeth as Abutments—Ac- 
cording to Tylman? teeth tipped be- 
yond 24 degrees should not, as a rule, 
be used for bridge abutments, for in 
this situation it will be found that the 
vertical stresses on the bridge will not 
be transmitted in the direction of the 
long axis of the tooth which will result 
in crushing the periodontal membrane 
and breaking down the tissue on the 
mesial aspect of the tooth. 

Theory Challenged—In the author’s 
opinion, if breakdown and tissue dam- 
age occur when tipped teeth are used 
as abutments it would seem that even 
more breakdown would result from 
leaving the tipped tooth undisturbed. 
By splinting the tipped tooth and keep- 
ing it immobile by closing the spaces 
breakdown cannot occur as rapidly. 

Additional Important Factor—The 
condition of the periodontal structures 
and alveolar bone is also a factor of 
great importance. Naturally, if the 
bone support of all the abutment teeth 
is good, the prognosis can be regarded 


1Noyes, Harold J.: Factors Responsible for 
Occlusal Pattern in Function and Retention, 
Chicago, Association of Orthodontics, 1936. 

2Tylman, Stanley D.: Crown and Bridge Pros- 
theses, St. Louis, The C. V. Mosby Company, 
1947, p. 20. 

3Schweitzer, Jerome M.: Oral Rehabilitation, 
aoe Louis, The C. V. Mosby Company, 1951, p. 
1025. 


as excellent. The supporting bone, 
however, can be broken down to such 
an extent that it would appear clin- 
ically unwise to attempt to splint the 
teeth. 

Conservation of Devitalized Teeth 
—Devitalized teeth with long-existing 
root canal fillings are viewed as favor- 
ably as vital teeth. Teeth with previous 
apicoectomies or teeth that require 
root resections are considered valua- 
ble for successful bridge abutments. 
Frequently, especially in the lower mo- 
lar areas, the mesial or distal root of a 
molar may be removed and root canal 
therapy completed on the remaining 
root in order to preserve it for use as 
a posterior bridge abutment. A molar 
tooth with one complete root is as 
strong as any one-rooted tooth and in 
many cases much stronger. 

Size of Interproximal Embrasures 
—Some operators prefer large embra- 
sures so that there is no tissue strangu- 
lation by pressure upon normal inter- 
proximal gingival tissue.* In the au- 
thor’s opinion, the size of the embra- 
sure should be governed by the degree 
of tissue tolerance and the ability of 
the tissue to adapt itself interprox- 
imally. 


Important Considerations 
in Successful Technique 

1) All the preparations should be 
left without line angles. They should 
be cylindrical in shape. 

2) All preparations should be ta- 
pered to a satisfactory degree both 
buccolingually and mesiolingually. 

3) The finishing line in all prepara- 
tions should be made as high under 
the gingival tissue as possible. 

4.) Under no circumstances should 
the technician extend crown margins 
beyond finishing lines. 

5) The preparations must all be 
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l. 
Shows abutments prepared on both 


sides. 


2. 
The cylindrical tapered shape of the 


preparations is shown. 


parallel to such a fine degree that the 
entire bridge can be placed in position 
with complete passiveness in relation 
to the abutments. This passive contact 
determines the degree of success with 
the technique. Do not hesitate, there- 
fore, to grind away tooth structure of 
one or more teeth in order to bring 
them definitely into parallel relation- 
ship with the rest of the arch. 

6) A well fitted copper band is the 
best tissue retractor available. Tech- 
niques employing impression creams 
have a number of disadvantages: 

a) They hide undercuts. 
b) Silk tissue retractors tempor- 
arily injure gingival tissue. 
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c) A minimum of two visits is re- 
quired because the tissue must recede 
before the technique can be continued. 

7) After removing copper band im- 
pressions from prepared abutment 
teeth the finishing line seen on the 
compound should never end on the 
edges of the band; there should al- 


3. 
All the compound 


band impressions 
are in place over 
prepared abut- 
ments. 


4. 
Shows the compound bands in the plas- 


ter index after removal from the 
mouth. 


Shows 24-gauge “dead soft” wire 
wrapped around each copper band to 
make continuous contact for copper 
plating. 
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6. 

Preformed rubber molds are shown in 
place at opening of each copper-plated 
compound impression immediately be- 
fore pouring the Mellot’s metal. 


Model with copper-plated dies is shown 
in place. From this mold the case can 
be completed if necessary. 


ways be an apron of compound be- 
yond the finishing line. 

8) Completion of the bridge should 
never be delayed. Five visits should 
provide ample time for completion. 

9) Six anterior teeth can be pre- 
pared for porcelain jackets or veneer 
crowns, including impressions and 
bites, in one visit. If the finished 
crowns are desired for the second visit, 
however, a problem presents. The step 
in the procedure where error is‘most 
apt to be made is in transferring the 
dies to the bites or plaster impressions. 
No matter how carefully the dies are 
placed in bites, and no matter how 
carefully the bites are taken, experi- 
ence has shown that it is in this opera- 
tion that error usually occurs. This is 
proved by the fact that when veneer 
crowns or jackets are tried they are 
usually in traumatic occlusion and 
must be ground down. 


CCC Technique Applied in 
Oral Rehabilitation 
The following steps comprise the en- 
tire procedure for a complete bridge: 
1) The alginate impression is taken 
on the side of the mouth where the 
abutments are to be prepared making 
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sure the impression extends to a few 
teeth on the other half of the mouth. 

2) The abutments are all prepared 
(Figs. 1 and 2). 

3) The compound impressions are 
taken; after checking each impression 
the bands are replaced on the prepared 
abutments (Fig. 3). The compound 
bands are ligated with each other with 
24-gauge dead soft brass wire while in 
position in the mouth. 

4) A full mouth plaster impression 
is taken with the impression bands in 
place (Fig. 4). 

5) An alginate impression is taken 
of the opposing jaw. 

6) Where most of the teeth are miss- 
ing it is advisable to take a wax bite 
also to facilitate articulation of the 
two full mouth models. 

7) The copper bands also act as 
transfer copings and therefore should 
not be removed from the full mouth 
plaster impression; the entire tray is 
immersed in the copper sulfate solu- 


Abutment cast- 
ings are shown on 
model before be- 
ing fitted in molds 
for final index. 


tion. Before doing so the following 
steps should be taken: 

a) If the copper bands were not 
ligated while in the mouth, 24-gauge 
“dead soft” brass wire is wound 
around each copper band in a contin- 
uous fashion so that all the wire makes 
contact as shown in Figure 5. A thin 
layer of casting wax is wrapped 
around the gingival portion of each 
band and extended 2 millimeters be- 
yond the band to facilitate removal of 
excess copper. The end of the brass 
wire is attached to the anode holder 
of the copper-plating machine. The 
whole mass is allowed to remain in the 
bath. 

b) To prevent the aluminum tray 
from being copper plated either of two 
measures may be taken: (1) separat: 
ing medium may be used inside the 
aluminum tray before taking the plas- 
ter impression so that the tray can be 
separated from the plaster and need 
not be included in the copper sulfate 
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Castings are in place in the mouth 
re ready for plaster index. : 
d 10. 

The span of the castings occlusally is 5 
shown. | 
ll. | 
In Full mouth plaster index is shown with 
ad the gold castings in their proper place . 
h after removal from the mouth. 

Castings immediately before soldering ans 
of to pontics. 
$s 
er 
he 


he bath. (2) If there is fear of breaking 


the plaster impression, cover the entire 


ay tray with carding wax or baseplate 13 a 

NO wax. The wax is removed after the Sho: leted a 
ows comple 

at: bands are copper plated so that the bridge. — 

he aluminum tray will not be damaged. : 

ad c) Mellot’s metal is poured into 8) A temporary acrylic bridge is ing acrylic liquid until the powder is 

be the copper-plated compound bands, made on the prepared side by placing saturated. Replace in the mouth using 

ed using the preformed rubber molds acrylic powder into teeth areas of the _ the few teeth that were included in the 

ate (Fives. 6 and 7). original alginate impression and add- alginate impression from the other 
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side of the mouth as guides for the 
position of the posterior impression. 
When hardened the temporary bridge 
is removed, trimmed, and replaced 
with zinc oxide-eugenol in the mouth. 
If this operation is correctly executed 
the acrylic bridge will not only fit 
properly at the gingival margin but 
will duplicate the original teeth so 
closely that the bridge may be used as 
a guide for taking the bite on the other 
side. 

9) If the operation described in 
Step 8 is too difficult the operator can 
wait for the return of the crowns that 
were made on the first side of the 
mouth, grind them into occlusion us- 
ing the unprepared side as guide, cut 
down the second side, and use the fit- 
ted and ground-in crowns of the first 
side to provide an accurate bite (Fig. 


Thumb-Sucking 


Problem 

A girl aged 514 sucks her thumb so 
persistently that her lower permanent 
incisors are displaced. Is a permanent 
deformity likely to result? What is 


the psychological significance of the 
habit? 


Discussion 

At 51% years the lower permanent 
incisors are just erupting. Despite 
quite marked displacement there may 
be no permanent deformity. Ortho- 
dontists do not view the habit of 
thumb-sucking in such a serious light 
as hitherto. They believe that it is 
rarely the primary cause of a perma- 
nent deformity. The important point 
is that if thumb-sucking is superim- 
posed as a temporary feature on a den- 
tition which is developing normally 
the tongue will reposition the teeth 
when the habit ceases. 

The Frequency and Persistency of 
Habit—lf the habit is continued for 
several years and the deformity is 
marked, it will not be corrected nat- 
urally if the lower lip adopts a position 
between the upper and lower incisors. 


8). The same compound, copper band, 
coping technique is employed on the 
second side. 

10) On the second or third office 
visit all the abutment castings are tried 
in the mouth (Figs. 9 and 10), a thin 
bite is taken in wax, and a full mouth 
plaster index is made to include the 
entire prepared jaw (Fig. 11). All the 
castings are soldered to each other, in- 
cluding the new pontics; the bridge is 
articulated with the original opposing 
jaw model, and the case is processed 
(Fig. 12). 

11) On the fourth visit the bridge 
is inserted in the mouth. Experience 
with the method has shown that the 
best results are obtained when the 
technique is completed in three or four 
office visits. 


Most children will give up the habit 
by 8 or 10 years of age with a little help 
and persuasion. 

Simple Dental Plate—By insulating 
the palate the pleasure of sucking is 
removed. No drastic steps need be 
taken and a nagging parent makes mat- 
ters worse. 


Emotional Significance 

Abnormal Development—A suck- 
ing habit may be superimposed by a 
dentition which is developing abnor- 
mally because of inherited jaw form or 
adverse tongue and lip forces. The 
sucking habit may exaggerate the de- 
formity and only minor natural im- 
provement occurs when the habit 
ceases. 

Persistent thumb-sucking in a child 
of school age, to the extent of being 
responsible for displacement of teeth 
is an indication of a need to cling to 
a form of satisfaction which is normal 
at an earlier stage of development but 
which should no longer be appro- 
priate. 

Anxiety Indicated—Such a failure 
in emotional development or regres- 


Advantages of Technique 

1) Complicated condyle regisira- 
tions and complex articulations which 
may complicate techniques are elim. 
inated. The simpler a technique, the 
better the results achieved. 

2) The position of the dies with re. 
lation to the maxilla and mandible are 
duplicated exactly; the guesswork in- 
volved in seating dies in distorted wax 
bites does not exist. 

3) No change in condylar move. 
ments occurs, and there is no change 
in the condyle head because the bite is 
as close to perfect as possible. 

4) Laboratory failure is reduced to 
a minimum. 

5) The compound impressions 
serve as a direct accurate transfer cop- 
ing. 


71-17 150th Street 


sion to an earlier stage of development, 
is indicative of anxiety which may be 
due to difficulties within the child (that 
is, learning problems related to the 
commencing school situation) or to 
disturbances of one sort or another in 
family relationships. 

Significance Assessed Before T reat- 
ment—lIt is not only useless to try to 
stop the symptom forcibly, but it is 
likely to be positively harmful to fu- 
ture emotional development if its sig- 
nificance is not assessed before treat- 
ment is planned. If the thumb-sucking 
is considered after investigation to 
have ceased to be significant in itself 
and to have passed into the realm of 
“habit,” its removal can be facilitated 
only by the provision of alternative 
oral satisfactions. But every effort 
should be made to assess fundamental 
problems before treating persistent 
thumb-sucking as a habit of little or no 
emotional significance. 


Adapted from Any Questions, brit- 
ish Medical Journal No: 5139:25 
(July 4) 1959. 
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FACIAL PAIN* 


ARNOLD P. FRIEDMAN, M.D., CHARLES A. CARTON, M.D., 


and ASAO HIRANO, M.D., New York 


DIGEST 
Facial pain is a symptom which 
may be associated with a variety 
of clinical conditions. The under- 
lying disorder may be anatomic, 
physiologic, or psychologic. AI- 
though methods affording relief 
have been found, the basic cause 
and mechanisms producing the 
pain, in most instances, remain 
To the the 


symptom is disturbing not only 


unsolved, patient 
because of the discomfort but be- 
cause of possible unpleasant psy- 
chologic connotations. Precise 
diagnoses and treatment of facial 
pain usually are difficult because 
of (1) the extremely complex 
cranial and cervical innervation, 
(2) the intricate vascular supply. 
and (3) the extent to which the 
emotional state modulates _re- 
sponses to a painful stimulus. 
This article illustrates three main 
categories into which facial pain 
may be grouped as an aid to clin- 
ical management. 


Categories of Facial Pain 
Facial pain may be grouped into three 
main categories: 

(1) Typical neuralgias, primarily 
neurogenic 

(2) Atypical neuralgias, primarily 
vascular and psychogenic 

(3) Facial pain secondary to other 
extracranial and intracranial causes 

This classification is not perfect but 
permits a rational approach to diag- 
nosis and therapy. 


*From Headache Unit and Divisions of Neu- 
ey ant Neurosurgery, Montefiore Hospital, 
ew York. 
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Typical Neuralgias 

A typical neuralgia is a paroxys- 
mal, sharp, shooting pain of short du- 
ration, with no pain between attacks, 
occurring within the sensory distribu- 
tion of one of the cranial nerves. By 
definition, it is relieved by temporary 
anesthetization of the sensory area in 
which it occurs, or permanently by 
surgical denervation of that area. 

Criteria—The following character- 
istics may be observed: 

Distribution of pain . . . Limited in 
the field of one of the cranial nerves 

Character of pain . . . Paroxysmal, 
sharp, localized 

Duration of pain . . . Seconds to 
minutes 

Autonomic nervous system signs... 
None 


Precipitation by external stimuli... 
Yes 

Trigger zone... Present 

Age... Older age group 

Pharmacology — The following 
agents may be used: 

Vasoconstrictor . . . No relief 

Vasodilator . . . Inadequate relief 

Narcotics . . . Inadequate relief 

Other Procedures — Surgical or 
chemical interruption of cranial nerve 
may obtain relief. 

Personality—Neurotic traits are not 
prominent in this type of neuralgia. 


Specific Characteristics of 
the Typical Neuralgias 
Trigeminal Neuralgia—Pain usu- 
ally occurs in the second and third di- 
visions of the fifth nerve. Less fre- 
quently it occurs in the first division. 
All three divisions may be involved. 
There may be trigger areas where 


CUTANEOUS DISTRIBUTION 


SUPRAORBITAL NERVE 


SUPRATROCHLEAR NERVE 


INFRAORBITAL NERVE 


MENTAL NERVE 


GREATER OCCIPITAL NERVE 


AURICULOTEMPORAL NERVE 
LESSER OCCIPITAL NERVE 
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Cutaneous distribution of the fifth nerve. 
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DETAILED VTH NERVE DISTRIBUTION 


OPHTHALMIC DIVISION, 
TRIGEMINAL NERVE 


MAXILLARY O1VISION, 
TRIGEMINAL NERVE 


PALATINE NERVES 


INFERIOR ALVEOLAR RERVE 


stimulation may set off a paroxysm of 
pain; touch, chewing, or swallowing 
may act as a trigger mechanism. Neu- 
rologic examination yields findings 
completely within normal limits. Spe- 
cifically, there are no sensory changes 
in the distribution of the fifth nerve. 

Occipital Neuralgia—Paroxysmal 
pain occurs in the back of the head ra- 
diating from the lower part of the neck 
over the scalp. Pain is limited to the 
distribution of the lesser and greater 
occipital nerves. 

Glossopharyngeal Neuralgia—Pain 
usually occurs in the tonsillar area and 
ear, in the distribution of the glosso- 
pharyngeal nerve. It is knifelike, pa- 
roxysmal, and often precipitated by 
yawning and swallowing (liquid and 
food in contact with appropriate 
area). 

Geniculate Neuralgia — Paroxys- 
mal, stabbing pain occurs deep in the 
ear. It is not precipitated by swallow- 
ing. It may be reproduced by stimula- 
tion of the nervus intermedius during 
surgery. 


Nerve Blocks for Diagnosis 
and Therapy 

Diagnostic Blocks—Local anesthe- 
tic agents may be used to block 
branches of the fifth nerve. This may 
be done peripherally in the skin at 
trigger points, or at the supraorbital, 
infraorbital, and mental foramens. 
Lingual nerve block may relieve at- 
tacks of pain in the tongue. More 
proximally, nerve blocks at the exist- 
ing foramens from the skull will block 
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POSTERIOR ROOT, 
GASSEMAN GANGLION 
GASSERIAN GANGLION 


MANDIRULAR 
TRIGEMINAL NERVE 


the maxillary and mandibular divi- 
sions. Finally, gasserian ganglion 
block may be accomplished via the 
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3. 


Detailed fifth nerve distribution. 


foramen rotundum injection. 
Therapeutic Blocks—Permanent 
terruption of peripheral branches may 
be accomplished (1) by alcohol injec- 
tion at the peripheral foramens, (2) 
into the maxillary and mandibular <i- 
visions at the base, and (3) by gasse- 
rian ganglion injection. There may be 
regeneration of fibers with peripheral 
injection, but not with gasserian gang- 
lion injection. Cocainization of the 
tonsillar area will relieve the pain of 
glossopharyngeal neuralgia. 


Operative Therapy 
Trigeminal Neuralgia—1. Periphe- 
ral nerve avulsion or section. 
2. Differential or complete section 
of the posterior root of the gasserian 


Sagitial section. Nerve distribution of ear and oropharynx. 
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ganglion, sparing the motor root. 
a. Temporal approach. 
b. Posterior fossa approach. 

3. Ganglion decompression, or com- 
pression. Both temporarily relieve 
pain, probably dependent on ganglion 
cell damage. 

4. Section of the tract of the de- 
scending fifth nerve in the medulla. 

Glossopharyngeal Neuralgia—Sec- 
tion of the ninth nerve and upper va- 
gus rootlets intracranially. 

Geniculate Neuralgia—Section of 
the nervus intermedius intracranially. 

Occipital Neuralgia—Section of the 
greater or lesser occipital nerve, or 
both, extracranially. 

Herpes Zoster—Nerve blocks and 
nerve section do not relieve pain. Ele- 
vation of skin flap (from periosteum 
outward) with repositing of flap may 
relieve pain (skin flap must include 
postherpetic scars). 


Atypical Neuralgia 

Atypical neuralgias are character- 
ized by attacks of pain in the head, 
face, and neck which are not well local- 
ized and which may occur in parox- 
ysms or be continuous. They frequent- 
ly are associated with cranial auto- 
nomic activity on the side of the pain 
and often are seen in tense, anxious 
persons. 

Criteria—The following character- 
istics are noted: 

Distribution of pain . . . Does not 
follow nerve distribution 

Character of pain... Diffuse, deep- 
seated, poorly localized, described as 
pulling, gripping 

Duration of pain ... Hours or days 

Autonomic nervous system signs... 
Lacrimation, flushing, nasal conges- 
tion 

Precipitation by external stimuli... 
No 

Trigger zone . . . Absent 

Age... Younger age group 

Pharmacology — The following 
agents may be useful: 

Vasoconstrictor . . . Frequent relief 

Vasodilator . . . No relief 

Narcotics... Frequent relief 

Oiher Procedures—Relief by surgi- 


3. 


Origin of cranial nerves. 
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4 
4. 


Therapeutic blocks. Permanent interruption of peripheral branches may be ac- 
complished by alcohol injection at the peripheral foramens, into the maxillary 
and mandibular divisions at the base, and by gasserian ganglion injection. There 
may be regeneration of fibers with peripheral injection, but not with gasserian 
ganglion injection. Cocainization of the tonsillar area will relieve the pain of 
glossopharyngeal neuralgia. 
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6. 

Anatomy of cranial arteries. In atypical 
neuralgias, there are periodic attacks 
of local dilatation of extracranial ves- 
sels in areas mainly supplied by the 
branches of the external carotid ar- 
teries; that is, internal maxillary, su- 
perficial temporal. Some _ terminal 
branches of the internal carotid artery 
in the areas of the nose and eye may be 
dilated, The fact that one artery or set 
of arteries may be involved suggests a 
neurogenic origin. 


cal or chemical interruption of cranial 
nerve does not affect pain. 

Personality — Neurotic traits are 
prominent. 


Treatment—Symptomatic 

Pharmacotherapy, Specific — The 
following is a list of the medicaments 
that may be employed. All of these are 
available in tablet and suppository 
forms. 

Cafergot® 

Ergotamine tartrate plus 
caffeine .....Vasoconstrictor 
Cafergot P-B® 


Ergotamine tartrate plus 


caffeine .....Vasoconstrictor 
1-Belladonna ...Antispasmodic 
Pentobarbital sodium . .Sedative 
Wigraine® 
Ergotamine tartrate plus 
caffeine ..... Vasoconstrictor 
Belladonna 
alkaloids ..... Antispasmodic 
Acetophenetidin ..... Analgesic 
Migral® 
Ergotamine tartrate plus 
caffeine ..... Vasoconstrictor 
Belladonna 
alkaloids ..... Antispasmodic 
Cyclizine 
hydrochloride ....Antiemetic 


Pharmacotherapy, Nonspecific — 
The following agents, available in tab- 
let form, are used: 

Empirin® Compound 
Acetylsalicylic acid . . . Analgesic 
Acetophenetidin and 
Sedative 

Amytal® 
Amobarbital sodium . . . Sedative 

Sinutab® 
N-acetyl-para-aminophenol 
Acetophenetidin .....Analgesic 
Phenyltoloxamine dihydrogen 

Tranquilizer 


MIDOLE MENINGEAL ARTERY 
SUPERFICIAL TEMPORAL ARTERY ) 


3 


INTERNAL MAXILLARY ARTERY 


FACIAL ARTERY 


EXTERNAL CAROTID ARTERY 
INTERBAL CAROTID ARTERY 


COMMON CAROTID ARTERY 


PARASYMPATHETIC NUCLEUS 


LACRIMAL GLAND 


SPHENOPALITINE SARGLION 


SYMPATHETIC HERVES 


7 and 8. 

Cranial autonomic pathways. Secretory and vasodilator fibers for the glands and 
mucosa of the nose, soft palate, tonsils, uvula, roof of mouth, upper lip, gingivae, 
and upper part of the pharynx are carried by fibers from the greater superficial 
petrosal nerve via the sphenopalatine ganglion. 

Secretory fibers for the lacrimal gland are carried by the greater superficial 
petrosal nerve to the sphenopalatine ganglion, thence via the zygomatic nerve and 
lacrimal branch of the ophthalmic division of the trigeminal. 

Vasoconstrictor fibers are carried by the sympathetic fibers from the carotid 
plexus via the deep petrosal nerve to the sphenopalatine ganglion. 

Sensory supply to the sphenopalatine ganglion is carried by two branches of 
the maxillary nerve. 
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Phenylpropanolamine hydro- 
chloride .....Vasoconstrictor 
Codeine Phosphate .... . Analgesic 
Darvon® 
Dextro propoxyphene . Analgesic 


Treatment—Prophylactic 
1. General Measures — These in- 
clude the following: 7 

Avoidance of fatigue and stress. 

Adequate hygiene. 

Avoidance of specific activities 
which may precipitate an at- 
tack (dietary indiscretions, al- 
cohol). 

Elimination of offending aller- 
gens; correction of any metab- 
olic defects (rarely signifi- 
cant). 

2. Pharmacotherapy—The follow- 
ing medication is employed: 
Amytal® 
Amobarbital sodium . . . Sedative 
Belladenal® 
1-Belladonna ...Antispasmodic 
Phenobarbital ........Sedative 
Chlor-Trimeton® 

Chlorprophenpyrida- 

mine .........Antihistamine 
Dilantin® 
Diphenylhydan- 
toin .........Anticonvulsant 
Miltown®, Equanil® 
Meprobamate .....Tranquilizer 
Ultran® 
2-p-Chlorophenyl-3-methyl-2, 
3-butanediol ....Tranquilizer 
3. Psychotherapy—(1) Attempt to 
give patients understanding and in- 
sight into their life situations. (2) Re- 
education and reorientation with re- 
spect to the patient’s personal, eco- 
nomic, and social life should be under- 
taken. 
4. Surgery—In general, surgical 
procedures should be avoided. 


Facial Pain Secondary to 
Extracranial and 
Intracranial Causes 

Pain in the face is carried by spe- 
cific neuroanatomic pathways. Disease 
entities may affect these pain pathways 
at one or more levels, and may be con- 
sidered as involving the following 
mechanisms and sites: 


1. Cerebral (psychogenic) 
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LACRIMAL GLAND 


2. Central (thalamic pain, brain 
stem, spinal cord) 

3. Posterior root 

4. Ganglion 

5. Peripheral nerve and _ specific 
nerve endings for pain 

6. Vascular 


(MAIN BENSORY HUCLEUS 


APERTURE OF 
SPRENOID SINUG 


(NvCLEUS) 


Comment 

The classification that has been pre- 
sented has many defects but makes 
possible a rational approach to diag- 
nosis and therapy. 

Adapted from’ Postgraduate Medi- 
cine 27:756 (June) 1960. 


SUPREME 


GVPREME CONTRA 
SUBERIOR CONGHA 


CONCHA 


WS SUPERIOR MEATUS 


INFERIOR CONCHA 


MIDDLE MEATUS 
INFERIOR MEATUS 


Stimulation of nasal mucosa results in sustained 
deep, aching, non-pulsatile pain, associated with 
lacrimation, photophobia, erythema and hyperalgesia. 


Stimulation of nasal mucosa results in sustained deep, aching, nonpulsatile pain, 
associated with lacrimation, photophobia, erythema, and hyperalgesia. Pain is 
referred mainly to the second division of the fifth cranial nerve. 
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1. 

Model with fractured teeth implanted 
in position. 

Model showing fractured portions built 
in with self-curing acrylic. 


The Self-curing 
Acrylies 
or 
IMMEDIAT 


REPLACEMENTS 


EDWIN T. JIPP, D.D.S., ' 


Blair, Nebraska 


DIGEST 
This article describes the step-by- 
step procedure used in the con- 
struction of an immediate acrylic 


bridge. 


Problem 

The patient was a youth of 16 who had 
fractured both centrals above the gin- 
gival line (Fig. 1). For esthetics it was 
decided to replace the fractured teeth 
with a metal-porcelain bridge. 


Procedure 
These steps were completed: 
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Top, master model. Bottom, colloid impression. 


1. The lost portions of the fractured 
teeth were rebuilt with self-curing 
acrylic (Fig. 2). 

2. A colloid impression was taken 
and a stone model made (Fig. 3). The 
purpose of the master model is to pro- 


vide the means to obtain a colloid im- 
pression when needed. 

3. Under local anesthesia the cen- 
trals were removed and preparation of 
the laterals was begun. 

4. When sufficient space was ob- 
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6. 
Metal and porcelain bridge finished and in place. 


tained to allow crowns on the abut- 
ment teeth without obstructing occlu- 
sion the bridge was placed in position. 

Bridge in Position—This phase was 
completed in the following manner: 

1. The colloid impression was com- 
pletely filled with acrylic (an excess is 
desirable) and placed in position with 
a wriggling movement to be sure it 
was properly seated. 

2. In approximately 4 minutes the 
tray was removed from the mouth and 
the bridge was trimmed where neces- 
sary. It is rarely necessary to polish 
the bridge. 

Concluding Steps — The case de- 
scribed here was set with Dura-Seal®; 
zinc oxide and eugenol can be used if 
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preferred. At subsequent appoint- 
ments the abutment preparations were 
completed; when the mouth was 
healed the permanent bridge was con- 
structed. 

Advantages—At no time was the 
patient without teeth, and more im- 
portant, the ridge was allowed to 
heal. When it is necessary to replace a 
tooth that has been previously ex- 
tracted, a wax tooth can be carved in 
the mouth (or a denture tooth can be 
waxed in) and a colloid impression 
taken. 


Extension of Fixed Bridge 
The self-curing acrylics have also 
been found extremely helpful in ex- 


4. 
Model showing partial preparation for 
finished case. The temporary bridge. 

Master model showing six-tooth an- 
terior bridge in position, and 8-tooth 
acrylic (temporary) bridge, worn while 
gold porcelain bridge was being con- 
structed. 


tending a fixed bridge when it be- 
comes necessary to extract the exist- 
ing abutment teeth. Figure 5 shows a 
master model of a six-tooth anterior 
bridge which was completed in the 
following manner: 

1. Since both cuspids were to be re- 
moved, reconstruction of the restora- 
tion, adding two pontics and the new 
abutment crowns, would take some 
time. After the bridge was removed 
from the mouth, the cuspids extracted, 
and the abutment teeth prepared, the 
colloid impression was overfilled with 
self-curing acrylic and placed in the 
mouth. The patient was dismissed. 

2. At the next appointment the abut- 
ment preparations were finished and 
the necessary impressions taken. 

3. When the case was completed the 
temporary bridge was removed and 
the new one set. 


Comment 

The principal value of this proce- 
dure is that during treatment the pa- 
tient is able to continue an active so- 
cial and business life. 


Blair, Nebraska 
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The INCISAL RELATIONSHIP 


inthe Human Dentition—Part Two 


Captain HENRY A. COLLETT (DC) U.S.N., Ret., Miami, Florida 


DIGEST 
In this installment, which is the 
second of a two-part article on the 
subject of the incisal relation- 
ship, the author discusses specific 
methods of modification of deep 
overbite in cases where this ap- 
pears to be the desired approach. 


Problem of Modification 
The fact that 46 per cent of the pa- 
tients observed in this survey’ pre- 
sented an overbite so deep that ideal 
distribution of occlusal stress was im- 
possible, inspires several questions: 
Should an attempt be made to change 
this relationship? If so, under what 
conditions should treatment be under- 
taken and what techniques should be 
used ? 

Symptoms not Always Manifest— 
Modification is not always desirable: 
for instance in the young patient with 
no periodontal deterioration modifi- 
cation is not indicated, nor in patients 
who do not exhibit symptoms. 

Balance may be Established—There 
may be a biologic balance between the 
tissues of the temporomandibular 
joint, the muscles of mastication, and 
the tissues supporting the teeth, al- 
though many patients with the same 
type of incisal relationship do exhibit 
symptoms which may or may not be 
associated with the loss of teeth or 
damaging habits affecting the dental 
arches. 

Equilibrium may be Destroyed—lf 


Author’s Note: The opinions or assertions con- 
tained in this article are those of the author and 
are not to be construed as official or reflecting the 
views of the Navy Department or the naval serv- 
ice in general. 

1Collett, Henry A.: Incisal Relation of the Hu- 
man Dentition: Part 1, Statistical Analysis and 
Etiology, DENTAL DIGEST 67:17 (Jan.) 1961. 

2Collett, Henry A.: Variations in the Natural 
Occlusion and Their Significance in the Construc- 
tion of Prosthetic Restorations, JADA 40:59 
(Jan.) 1950. 
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additional exogenous problems are 
added to this type of occlusion what 
otherwise might be a physiologic state 
of equilibrium may be destroyed. 


Complete Dentures 

The presence of a deep overbite pre- 
sents a difficult problem in the con- 
struction of complete dentures. Before 
the advent of present day esthetic ma- 
terials, in an effort to hide unsightly 
base materials occlusal schemes were 
constructed with little overbite. In ad- 
dition much of the shearing force that 
seems to accelerate resorption and 
breakdown of the supporting tissues, 
especially in the anterior maxillary re- 
gion, was eliminated. The modern 
trend seems to be toward esthetic qual- 
ities since the materials are available 
to accomplish this objective. Esthetic 
considerations are, to some extent, a 
matter of individual taste or tempera- 
ment and often reproducing the pa- 
tient’s original contour and function 
does not always accomplish the most 
enviable results. Discussions on this 
subject might be more philosophic 
than scientific. When some of the pre- 
sented ideas for accomplishing esthe- 
tics by restoring natural form and re- 
lationship are practiced, other advan- 
tages such as longer preservation of 
the supporting tissues may be sacri- 


ficed. 


Modification of the Incisal 


Relationship 

It seems desirable to consider a 
modification of the deep overbite 
when there is evidence of periodontal 
breakdown, especially in the maxil- 
lary incisors, when this breakdown 
can be attributed (1) to excessive hor- 
izontal occlusal stress, or (2) when a 
prosthesis exerts excessive horizontal 


force on its supporting tissues. A pros- 
thesis may exert excessive horizontal 
force if the labial surfaces of the man- 
dibular incisors contact initially the 
lingual surfaces of the replacement 
maxillary incisors deflectively during 
the mandibular excursions. This is 
even more damaging if the mandibu- 
lar incisors are natural teeth. 


Continuous Eruption and 
Vertical Retention of 
Natural Teeth 

This reduction in a deep overbite 
can be accomplished by several meth- 
ods. In any of the methods chosen the 
most important thing to keep in mind 
is the continuous eruption of teeth. A 
number of forces combine to maintain 
the natural teeth in position. If any 
one of these forces is removed or mod- 
ified and not replaced by a substitute 
force, the treatment is not only likely 
to fail, but may be more damaging 
than the original condition. 

Origin of Retaining Forces—Usu- 
ally the retaining forces come from the 
lips, tongue, from contact with approx- 
imating teeth, and from occlusal con- 
tact (Figs. 1, 2, 3, and 4). In most pa- 
tients in occlusal contact, the incisal 
edges of the mandibular anterior teeth 
occlude with some part of the lingual 
surface of the maxillary anterior teeth. 
This occlusion retains the teeth in 
their vertical position. If this occlu- 
sion is relieved, nature will try to re- 
establish it through the process of con- 
tinuous eruption. 

Retaining Force Must be Kept — 
The fact that the patient is able to es- 
tablish incisal contact in a protrusive 
relationship is insufficient. This occlu- 
sion must be kept in centric position if 
it was present in centric position be- 
fore treatment, or some other suitable 
retaining force must be substituted 
for it. 
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The anterior teeth are retained in their 2, 

vertical relationship by the occlusion Extrusion or exfoliation in this rela- 
of the incisal edge of the mandibular _ tionship is prevented by pressure of the 
incisors with the lingual surface of the lower lip on the incisal edges of the 
maxillary incisors. If this relationship maxillary teeth and contact of the man- 
is disturbed there is likely to be extru- dibular anterior teeth with the tissue of 
sion or exfoliation of the anterior teeth. the hard palate. 


3. 

The incisors are retained in their ver- 
tical relationship by the pressure of the 
tongue and the lower lip. 

4. 

This open bite relationship is caused 
by tongue biting. 


Vertical Retention Provided—In ture has provided for the vertical re- 
some cases, especially some of the deep tention of the anterior teeth in some 
overbite relationships accompanied way other than occlusion with the op- 
by considerable overjet (which in- posing teeth. Upon careful examina- 
cludes about nineteen per cent of the _ tion of these patients, it will be found 
patients observed in the survey!) na- that the continuous eruption process 
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of the anterior teeth is prevented by 
their relationship to the lip, tongue, or 
palate (Figs. 5 and 6). There is al- 
ways some force opposing the process 
of continuous eruption. Here again if 
that force is interfered with excessive- 
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Note that the patient’s tongue lies over the incisal edges of 
the mandibular incisors retaining them in their vertical re- 


lationship and preventing extrusion and exfoliation. 


This is the patient shown in Figure 5 illustrating how the 
incisal edges of the maxillary teeth rest on the lower lip, to 
prevent their extrusion or exfoliation. See Figure 3. 


ly in treatment it must be replaced or 
another retaining force must be sub- 
stituted to take its place. If this is not 
done the effects of treatment will be 


\ 
~ 


temporary because the process of con- 
tinuous eruption will cause a recur- 
rence of the deep overbite. If this oc- 
curs through exfoliation rather than 


7. 

Diagrammatic sketch of methods of retention used to pre- 
vent the process of continuous eruption of teeth. In the 
illustration parts of removable dentures are used as re- 
tainers. O: Occlusal plane. I: Original incisal relationship. 
A: Original angle of incisal relationship with the occlusal 
plane. P: Removable lingual plate. K: Kennedy bar. R: Re- 
duced incisal relationship. RA: Reduced angle of incisal 
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extrusion of the teeth less supporting 
alveolar bone will be left than was 
present before treatment was begun. 


WW 


4 


ee 


relationship in relation to the occlusal plane. 


3. 

Diagrammatic sketch showing method of reducing the angle 
of incisal relationship by increasing the occlusal vertical 
dimension. O: Occlusal plane. I: Original incisal relation- 
ship. R: Reduced incisal relationship. A: Original angle of 
incisal relationship with relation to the occlusal plane. 
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Techniques for the 
Alteration of Deep Overbite 

Several possibilities may be consid- 
ered if it is planned to alter a deep 
overbite relationship (Figs. 7 and 8). 
(1) The incisogingival dimension of 
the maxillary crowns might be re- 
duced. (2) The incisogingival dimen- 
sion of the mandibular crowns might 
also be reduced. (3) The vertical di- 
mension might be increased. Any of 
these methods will reduce the overbite, 
making the problems of occlusal stress 
distribution of the anterior teeth less 
difficult; each method, however, pre- 
sents difficulties, which if not properly 
solved, could lead to serious compli- 
cations. 

Simple Method of Relief—If the in- 
cisal edges of the mandibular incisors 
occlude with the lingual surfaces of 
the maxillary incisors, the simplest 
method is to raise the incisal edges of 
the maxillary incisors, by reducing 
the incisogingival dimension of the 
crowns. This might be accomplished 
by simple grinding. The maxillary in- 
cisors will not be taken out of occlu- 
sion with the mandibular incisors so 
that extrusion or exfoliation will not 
result. If this method is not accompa- 
nied by some form of restorative den- 
tistry, however, the teeth may be left 
uncomfortably sensitive. 

Vertical Retention Must be Ade- 
quate—Where the incisors are not in 
occlusion with each other, but are re- 
tained in their vertical position by the 
lip, tongue, or palate (Figs. 5 and 9) 
the type of treatment just described 
may involve difficulties. For instance 
if the maxillary incisors are not in oc- 
clusion with the mandibular incisors, 
but are retained in their vertical posi- 
tion by their contact with the lower lip 
(Fig. 5), if the incisogingival di- 
mension is reduced, the relationship 
with the lip may be changed so that the 
teeth no longer have sufficient vertical 
retention. Consequently, they may ex- 


10. 

Retaining the incisors in their vertical 
relationship after correcting the incisal 
relationship. A: Natural incisal rela- 
tionship. B: The teeth prepared to re- 
ceive crowns. C: Crowns designed to 
prevent extrusion or exfoliation. 
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The incisors are retained in an open bite relationship by the habit of tongue biting. 
This habit either prevents the incisors from erupting to their normal position or 
causes them to intrude, resulting in an open bite malocclusion. It is probable 
that if this relationship were disturbed (for instance, by restoring the teeth with 
jacket crowns) without correcting the tongue habit, that a recurrence would take 
place because the pressure of the tongue would cause the teeth to intrude. 


trude or exfoliate; possibly with a fur- 
ther loss of alveolar bone. 

Alternative Method—Reducing the 
incisogingival dimension of the 
crowns of the mandibular incisors 
might also be accomplished by simple 
grinding. In this situation also if the 
natural vertical retention is interfered 
with extrusion or exfoliation can be 


expected. This procedure must be ac- 
companied with some method of me- 
chanical retention, to prevent possible 
extrusion or exfoliation. 


Vertical Retention of the 
Incisors 

Vertical retention of the incisors af- 
ter changing the overbite relationship 
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Il. 

Changing the incisal relationship as 
part of a rehabilitation treatment of a 
periodontal condition. 


can be accomplished in several ways: 
(1) By placing crowns or three-quar- 
ter crowns on the maxillary incisors 
modifying their lingual anatomy to re- 
store the occlusion (Figs. 10 and 11). 
(2) They might be retained by splint- 
ing the six anteriors with crowns or 
three-quarter crowns soldered togeth- 
er at their contact points. With this 
method, occlusion might be necessary 
only on the cuspids on each side, as 
the splinting will retain the incisors. 
(3) A less satisfactory method of ver- 
tical retention is the use of a continu- 
ous lingual rest or Kennedy bar, asso- 
ciated with a removable partial den- 
ture (Fig. 12). It should be placed on 
or over the cinguli of the teeth. 

Use of Kennedy Bar—Dentures 
have a tendency to settle (especially if 
they are the distal extention type). As 
the saddle settles because of resorption 
of the supporting tissue, the rests sup- 
porting the denture act as a fulcrum 
(around which the denture rocks lift- 
ing the Kennedy bar from the lingual 
surfaces of the teeth) which must be 
retained vertically. While this type of 
vertical retention may prevent extru- 
sion or exfoliation, other methods 
sometimes provide a more permanent 
result. 


Increasing the Occlusal 
Vertical Dimension 

Reducing the overbite by increasing 
the occlusal vertical dimension should 
be approached with a degree of cau- 
tion (Fig. 8). The patient’s rest ver- 
tical dimension and freeway space are 
extremely important considerations in 
this approach. Some deep overbite pa- 
tients present considerable freeway 
space, perhaps due to unerupted pos- 
terior teeth, or conversely they may 
present a limited freeway space and 


12. 


A less satisfactory method of retaining 
the incisors in their vertical position is 
with the use of a Kennedy bar or a lin- 
gual plate. This method might be used 
with a complete maxillary denture. 
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normally erupted posterior teeth, de- 
pending on the etiology of the deep 
overbite. If the occlusal vertical di- 
mension is to be increased at all it 
must be done within the freeway 
space. Even this precaution does not 
make the procedure entirely safe. 
Cause of Extended Freeway Space 
an Important Factor—The etiology of 
what seems to be a more than adequate 
freeway space must be studied. Did 
the balance between the muscles of 
mastication, the hyoid muscles, and 
the posterior muscles of the neck and 
back prevent further eruption of the 
posterior teeth? If they did (which is 
likely) and the bite is raised the oc- 
clusal pressure which originally re- 


tained the posterior teeth in their es- 
tablished vertical position will be in- 
creased, causing an intrusion of the 
posterior teeth. 

Deterioration May Occur—This 
will tend to reestablish the occlusal 
vertical dimension to the position that 
existed before an attempt was made to 
change it. In this case periodontal 
breakdown can be expected. 

Extensions Must be Prevented—lIn- 
creasing the occlusal vertical dimen- 
sion also presents the problem of loss 
of occlusal contact of both maxillary 
and mandibular incisors. The preven- 
tion of their extrusion or exfoliation 
must accompany this _bite-opening 
procedure. 
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3. 
the incisal relationship in 
the construction of an immediate den- 
ture will help preserve the denture-sup- 
porting structures of the maxilla. Some 
modern concepts in esthetics recom- 
mend against this type of modification. 


Partial Denture Design 

A number of problems in partial 
denture design are involved when a 
deep overbite is present: (1) the sup- 
port of the denture, and (2) the dis- 
tribution of the horizontal forces of 
occlusion. These problems are magni- 
fied when the maxillary denture is in 
question. 

Difficulties of Support—lIt is often 
necessary to support the maxillary 
denture on a cuspid or incisor. When 
a deep overbite is present there is the 
problem of sufficient space for the 
clasp and rest. This is notably true 
when the labial surface of the mandib- 
ular cuspid or incisor occludes with 
the lingual surface of the maxillary 
cuspid or incisor. In this case it is ex- 
tremely difficult to prepare the maxil- 
lary cuspid to receive the supporting 
rest. As a result many of these maxil- 
lary partial dentures are constructed 


14, 


The patient’s natural teeth before modification of the in- 
cisal relationship in the construction of an immediate den- 
ture. Note how short the lip is in relationship to the incisal 
edges of the maxillary teeth. This is the same patient illus- 


trated in Figure 13. 
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with inadequate vertical support. This 
shortens the life of the supporting tis- 
sues. 

Lingual Inlay to Transmit Force— 
A distal incisal notch on a supporting 
cuspid will give fairly adequate ver- 


15. 


tical support, but will create an esthet- 
ic problem. A lingual inlay prepared 
to transmit the force with the long 
axis of the abutment tooth will have 
to be made deeper than average so 
that the rest may be constructed strong 


The same patient shown in Figure 14 with the incisal rela- 
tionship modified in conjunction with immediate denture 
treatment. Modern esthetic concepts might criticize this 
change in relationship; however, it is felt that this modi- 


fication of the occlusion will cause less change in the sup- 
porting structures of the maxillary denture. 
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enough to support the vertical compo- 
nent of the muscular force without in- 
terfering with the occlusion. 

Distribution of Horizontal Forces— 
Distribution of the horizontal forces 
of the maxillary partial denture when 
the incisal edges of the mandibular in- 
cisors are close to or in contact with 
the soft tissue of the palate will in 
many instances preclude the use of a 
lingual plate or a continuous lingual 
clasp on the lingual surfaces of the 
maxillary incisors for adequate stress 
distribution. 

To Obtain Adequate Stress Distri- 
bution—In these cases, it is necessary 
to splint the abutment teeth with one 
or more proximating teeth, each unit 
is then given the strength of a multi- 
rooted tooth. Because this procedure is 
time consuming and expensive, there 
is often a tendency to neglect it, with 
the result that the life of the partial re- 
placement and the abutment teeth is 
shortened. 


Complete Maxillary 
Dentures with Natural 
Mandibular Teeth 

A deep overbite presents another 
problem in the replacement of the 
maxillary teeth with a complete den- 
ture when the mandibular anterior 
teeth still remain. It would seem that 
deep overbite should be reduced in 
these cases to prevent excessive hori- 
zontal forces, engendered when the 
mandibular incisors contact the lin- 
gual surfaces of the maxillary replace- 
ment incisors during the excursions of 
the mandible (Figs. 13, 14, and 15). 
In these cases it is frequently found 
that the patient has a short upper lip 
in relation to the incisal edges of the 
maxillary incisors; consequently the 
problem from an esthetic standpoint 
is not usually as difficult as it appears 
at first. 

To Retain Vertical Position of Nat- 
ural Teeth—It is extremely important 
to retain the remaining natural teeth 
in their vertical position. The simplest, 
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16. 
Extending the denture base lingually behind the incisor teeth to occlude with in- 
cisal edges of the mandibular teeth will prevent their extrusion or exfoliation. 


but least satisfactory method of ac- 
complishing this is with the aid of a 
Kennedy bar or lingual plate, resting 
on the lingual surfaces of the teeth 
that are to be retained (Fig. 12). If 
the partial denture is of the distal ex- 
tension variety, when it settles as a re- 
sult of tissue resorption, the Kennedy 
bar or lingual plate will be lifted from 
the teeth as the denture rolls around 
the fulcrum line on the supporting 
rests. 

Alternative Method—lIt is obvious 
that this method could not be used if 
the patient possessed a full comple- 
ment of mandibular teeth; such a pa- 
tient would have no need for a man- 
dibular denture. A better method in all 
cases (for those with and without a 
mandibular partial replacement) is to 
build up the denture base just lingual 
to the maxillary incisors so that it will 
occlude with the incisal edges of the 
mandibular incisors in the centric oc- 
clusal position. This will prevent the 
extrusion or exfoliation of the oppos- 
ing incisors (Fig. 16). 

Disadvantages of Method—This 


method like most of the others, how- 


ever, is not without criticism. If re- 
sorption takes place in the posterior 
region of the denture-supporting area 
before it takes place in the anterior re- 
gion, it will result in a premature con- 
tact in the anterior area, perhaps re- 
sulting in a traumatic breakdown and 
more rapid resorption. This, of course, 
could be prevented by adequate serv- 
ice involving occlusal equilibration. 


Summary and Conclusion 

Deep overbite interfering with the 
horizontal excursions of the mandible 
may cause unfavorable symptoms in 
some patients. 

This relationship can be changed 
somewhat by operative and prosthetic 
procedures to provide relief of the hor- 
izontal stresses causing the unfavor- 
able symptoms. 

There are certain precautions to be 
taken when attempting this type of 
treatment. Among them are changing 
the vertical relationship of the maxilla 
and the mandible and the vertical re- 
tention of the teeth treated to prevent 
extrusion or exfoliation. 
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The EDITOR’S Page 


WHENEVER a dentist is confronted with the degen- 
erative type of periodontal disease (periodontosis ) 
in a young person he experiences a sense of hope- 
lessness. Despite his skills and efforts the dentist 
knows that there is little that he can do to prolong 
the retention of the teeth. 

The teeth in these cases may be beautiful in ap- 
pearance; frequently there is no marked inflamma- 
tion of the gingiva. When the teeth begin to migrate 
and the x-ray shows severe destruction of the sup- 
porting bone there is no treatment that is effective. 

What causes periodontosis? No one knows. There 
are multiple factors. That is not a specific answer, 
because we have no exact information on the sub- 
ject. We can use high-sounding words that are in- 
definite: genetic factors, constitutional inadequacy, 
metabolic disturbance, nutritional deficiency, en- 
docrine imbalance. These all represent possibilities, 
but the exact mechanism whereby any one or a com- 
bination of these systemic conditions operates is un- 
known. 

Held’ of the University of Geneva uses the expres- 
sion biologic branding. This means that the peri- 
odontium is “sensitized to the multiple possibilities 
of exogenous and endogenous traumata which may 
intervene later on.” 

What are some examples of biologic branding? 

“There is the racial component. The southern 
European (short, dark skin, brown eyes) is more 
susceptible, according to Held, to “generalized pa- 
rodontolyses” than is the Northern European (taller, 
lighter skin, blue eyes) . “Heredity,” Held states, “‘is 
implicitly linked to the race factor, and . . . in cer- 
tain races paradontolyses . . . represents an heredity 
character.” 

There is the matter of custom. Where breast feed- 
ing is common greater suckling effort is required. 
This fundamental stimulation during tooth develop- 
ment may ensure a better developed periodontium. 
“... observations have shown that in the absence of 
a functional stimulation during tooth eruption, the 
structural development of the parodontium is de- 
ficient and ultimately leads to . . . factors leading to 
parodontopathies.”’ 

The whole broad spectrum of systemic conditions 


1Held, Arthur-Jean: Background of the Approach to the Systemic Treat- 
ment of Parodontal Diseases, Parodontologie 14:1-9 (May) 1960. 
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listed by Held may somehow be related to periodon- 
tal disease: nutritional deficiency (vitamin C and 
protein) ; endocrine disturbances (lack of insulin, 
lack of other hormones) ; blood dyscrasias (leuke- 
mia, anemia, agranulocytosis) ; digestive tract af- 
fections (hepatic insufficiency, enteritis, colitis). 


To compound the confusion Held makes this state- 
ment: “Let us now examine the circumstances in 
which a branded periodontium prone to involution 
can be affected and altered by general factors. Al- 
though the observations reported in the literature 
are hardly in agreement, frequently even contra- 
dictory, we may at least say: 

(1) We do not know of a single general meta- 
bolic disturbance or of a nutritional disease in which 
parodontopathy is observed as a constant symptom. 

(2) Numerous generalized diseases may be ac- 
companied by parodontopathies. 

(3) When the parodontopathy is accompanied 
by bone resorption (parodontolysis), the starting 
point of the process can be situated in three different 
regions: the gingiva (inflammatory origin ), the bony 
alveolar crest (degenerative origin or bone involu- 
tion), the desmodont (desmodontal degenerative 
origin).” 

This statement means one thing: there may be 
some relationship, and there often is, between gen- 
eral disease and periodontosis. Unfortunately, we do 
not know the nature of such a relationship. 


So far as treatment is concerned Held recommends 


all the standard, local procedures and offers nothing 
new except two words: reactivation and consolida- 
tion. Reactivation appears to mean stimulation of the 
local circulation by “brushing, massage, masti- 
cotherapy, application of concentrated solutions of 
sodium chloride, and general physical exercise.” 
Consolidation presumably means restoring “the 
biologic equilibrium of the organism.” How that is 
accomplished is not explained. 


A philosophy of disease must precede research; a 
hypothesis comes before an experiment. The next 
important step in research on periodontal disease 
should be made in medical centers where thousands 
of people with systemic diseases are seen. This kind 
of research must be done by a combined attack made 
by dentists and physicians. 
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Clinical and Laborator 


Amalgam Restorations 
Earl S. Gilchrist, D.D.S., Indianapolis, Indiana 


1. A No. 8 Ivory matrix band placed on the distal of an upper sec- 


ond molar acts as a backstop when condensing an occlusal amalgam 
in that tooth. 


Marking X-rays for Comparison 


James A. Raecker, D.D.S., Waterloo, lowa 


2. Clip a corner from the bitewing x-ray film to mark it for com- 
parison purposes. The film with one corner removed is the newest. 
The films may be stored unmounted in an envelope. 


A Matrix Wedge 
A. A. McLean, D.D.S., Memphis, Tennessee 


3. A No. 3 sickle-shaped explorer may be used as a wedge to adapt 
a metal matrix to the gingival margin. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL Dicest will pay $10 on_publica- 
tion. 

You do not have to write. an article. Furnish us with 
rough drawings or sketches, from which we will make 
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SUGGESTIONS ... 


An Oral Hygiene Adjunct 
David Waldman, D.D.S., Flushing, New York 


4, A small knot made in the dental floss is helpful to dislodge food 
that is lodged between teeth. 


Refacing Casting Rings 
William D. Taylor, D.D.S., Battle Creek, Michigan 


5. Casting rings that are used in vacuum investment techniques 
must seal accurately against the sprue base. Rings may become 
rough from repeated heating. To assure a smooth flat surface rub the 
ring on a piece of emery cloth-30. 


Retention Markings on Stone Models 
Paul Friedman, med. dent., Geneva, Switzerland 


6. The alginate impression is poured. When the stone is beginning 
to set scratch the surface with an ordinary kitchen fork. 


suitable illustrations; write a brief description of the 
technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 92 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Suggestions 


Editor, DentaL Dicrst, 708 Church Street, Evanston, 
Illinois. 
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Acute Renal Failure 


An acute renal failure results from 
tubular damage produced by renal 
ischemia or nephrotoxic agents. The 
manifestations include oliguria or an- 
uria, axotemia, and electrolyte im- 
balance. 

The mortality rate remains high 
even though the lesion is potentially 
reversible. Treatment is designed to 
support the patient through the criti- 
cal period when tubular function is 
virtually lacking until nephron func- 
tion regenerates. 

The true acute renal failure com- 
prises three stages: tubular injury 
which probably lasts less than an hour, 
oliguria and anuria (duration varies 
greatly but the average length is eight 
to ten days) , and tubular recovery. 

Early recognition of tubular injury 
is important because renal damage can 
be minimized or even prevented if vig- 
orous treatment is instituted promptly. 
Anyone who has a shock or a trans- 
fusion reaction or ingests a foreign 
substance is a potential candidate. 

Hypotension of any degree should 
be treated intensively with blood, plas- 
ma, or plasma expanders to forestall 
ischemia. In transfusion reactions, al- 
kalinization of the urine by oral or 
parenteral sodium bicarbonate may be 
harmful because the kidneys are in- 
capable of excreting the sodium load. 
An ingested toxic substance should be 
eliminated from the body or rendered 
inactive rapidly. 

The oliguric-anuric stage is most 
critical. Therapy should include rigid 
restriction of fluid and electrolyte in- 
take, regulation of protein catabolism, 
prevention of excessive serum potas- 
sium rise, and support of the cardio- 
vascular system. All fluids and calories 
are supplied parenterally to facilitate 
accurate measurement. Usually 600 
cubic centimeters of liquid per day 
may be given safely. Up to 400 cubic 
centimeters per day may be added de- 
pending upon variations from the met- 
abolic state. Urine output and other 
fluid loss is replaced with an equal 
amount of water. An anuric patient 
usually loses weight since adequate 
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calories cannot be supplied. Water in- 
take should be regulated so that a 
weight loss of about one half pound 
daily occurs. At least 100 grams of 
carbohydrate daily is needed to dimin- 
ish protein catabolism and prevent 
ketosis. At no time should potassium- 
containing substances be given. Infec- 
tion, accumulations of blood, and 
areas of necrosis should be treated 
vigorously because potassium is liber- 
ated during cellular destruction. 

In the recovery period, electrolytes 
are supplied as dictated by the serum 
levels and urinary excretion. Sodium 
and potassium depletion may result 
from faulty tubule cell resorption. 
Urine volume should be 2,500 to 3,000 
cubic centimeters daily. Oral fluids 
are started as azotemia and nausea de- 
crease. Small amounts of 20 percent 
lactose are used initially and then 
other fluids are added. Protein is add- 
ed when nonprotein nitrogen is below 
100 milligrams per cent but restricted 
until the level is normal. The patient is 
rehabilitated as rapidly as possible and 
renal infections are treated vigorously. 


Schulz, Earl G., and Murphy, 
Francis D.: Treatment of Acute Renal 
Failure, Arch. Int. Med. 103:453-459 
(March) 1959. 


Acne is a disorder of the pilosebace. 
ous apparatus often resulting in deep. 
seated cystic abscesses and scarring, 
The importance of the disease should 
not be underestimated because the so- 
cial and economic status of the patient 
is often adversely affected. 

Many diversified factors produce 
acne. The disease is seen in patients 
with androgen-estrogen imbalance, in 
persons with oily, scaling skin, and in 
those using creams, grease, or oil on 
their skin. Bromides, iodides, sea 
foods, chocolate, and milk may in- 
tensify the condition. Acne is likely to 
flare up as a result of emotional ten- 
sion. It is worse in hot, humid weather. 
Vitamin. A deficiency and corticoster- 
oid therapy may be precipitating ele- 
ments. 

In persons with a seborrheic ha- 
bitus, usually adolescents, hyperplasia 
of the sebaceous gland occurs because 
of androgen-estrogen imbalance. The 
fluid secretions of the sebaceous gland 
increase in amount and become thick- 
ened. Abnormal keratinization oc- 
curs and a plug composed of jelled 
oil and desquamated epithelial cells is 
formed. Back pressure develops in the 
duct, the gland enlarges, and a comedo 
forms. The plug acts as a local irritant, 
infection sets in, and clinical acne de- 
velops. 

The skin of the acne patient should 
be cleansed frequently with ordinary 
soap without prolonged and vigorous 
scrubbing. The scalp should be kept 
free from dandruff with frequent 
shampoos. No special diet is necessary, 
but fish, hot spicy foods, chocolate, 
nuts, ice cream, sharp cheese, and 
foods with high carbohydrate content 
should be restricted. 

Antibiotics should be prescribed for 
deep-seated pustular or cystic lesions; 
the tetracyclines are preferred. During 
the acute inflammatory stage, short 
courses of corticosteroids may be help- 
ful. Vaccines and staphylococcus tox- 
oids have largely been replaced by an- 
tibiotics but are still useful in selected 
cases. Estrogens for ten days before 
the menstrual period are often bene- 
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fcial. Supplements of vitamins A and 
1) are also advocated. 

Topical treatment aims at produc- 
ing dryness, erythema, and slight scal- 
ing. For this purpose, sulfur, often 
combined with resorcinol and salicylic 
acid in a drying lotion or ointment is 
applied at night. Roentgen therapy, 
although still useful in acne, should 
not be used indiscriminately. Derma- 
brasion or skin planing is often useful 
for eradicating scars. Flat, superficial 
scars respond better than do the deep- 
pitted or wide, flat, confluent scars. 
Those on the cheeks are more amen- 
able than those on the back and recent 


gars are easier to treat than old ones. 


Rattner, Herbert: Acne—The Situ- 
aion at Present, Postgrad. Med. 
25:446-455 (March) 1959. 


Surgery in the Aged 


The elderly malnourished and the 
elderly obese are particularly poor 
surgical risks. The undernourished 
may show no clinical or laboratory 
signs of avitaminosis and yet need 
vitamins. Also they have less glycogen 
reserve. Vitamins can be assured to be 
deficient. 

In the preparation of such patients 
for surgery, parenteral vitamins, espe- 
cially B factors and ascorbic acid are 
most useful. Transfusions of whole 
blood are recommended more freely, 
especially when time is important. 

Aged obese patients are prone to 
postoperative vomiting, paralytic ile- 
us, and pulmonary complications. Us- 
ually the operative procedure is more 
lificult and time consuming, placing 
luther strain on obese patient’s heart. 

Good preoperative care improves 
morale and physical tolerance and in- 
creases self sufficiency. Deep breathing 
exercises and ambulation for several 
days prior to operation increase oxy- 
genation of the blood and improve the 
general status. Morphine is not well 
tolerated. Scopolamine should not be 
given the elderly as it may cause con- 
lusion. Small doses of Demerol and 
atropine are preferred to preoperative 
sedation. 


Earl, postoperative ambulation re- 
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duces complications and speeds con- 
valescence. During waking hours, deep 
breathing and leg-and-foot exercise 
should be practiced every hour while 
the patient is in bed. Ambulation aug- 
ments respiratory, circulatory, and in- 
testinal function. Recumbency favors 
blood stagnation in the limbs and deep 
thrombosis. The erect position favors 
deep respiration, improves vital ca- 
pacity, eases coughing, and helps to 
dislodge plugs of mucus which may 
cause atelectasis and broncho-pneu- 
monia. 

Operative trauma and confinement 
to bed in the geriatric patient may 
precipitate confusion and disorienta- 
tion. The senile patient may be com- 
bative to the point of exhausting him- 
self to death. A friendly attendant and 
dim light through the night, repeated 
reassurance and explanations are po- 
tent preventives. A mild tranquilizer 
may serve well, 


Migliore, A. D.: Surgery in the 
Aged, J. Florida M. A. 45:1022-1024 
(March) 1959. 


Hospital 
Epidemiology 


All over the world, the incidence of 
hospital infections by staphylococci 
resisting at least one antibiotic has 
been increased for several years. Most 
organisms withstand several drugs, 
usually penicillin, streptomycin, the 
tetracyclines, and sometimes, erythro- 
mycin. Phage type 80/81 strains cause 
explosive epidemics of the newborn 
and most infections among adults ad- 
mitted for unrelated illness. 

Personnel with lesions who continue 
to work near patients constitute the 
greatest transmission hazard. Infected 
patients, however, carriers without 
lesions, and fomites may also spread 
disease. Infection may be carried from 
one medical center to another. It can 
invade a community and become 
endemic. 

Resistant staphylococci colonize in 
noses and on skin of otherwise well 
persons. Many infections start in large 
hospitals, often in a nursery where 
newborn infants stay more than three 
days. Manifestations vary from pustu- 
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lar dermatitis to lethal pneumonia and 
septicemia. 

In general wards, infections begin 
sporadically and slowly become more 
frequent. Adult epidemics are often 
unnoticed until several grave, perhaps 
fatal cases develop in a short time. 
Carriers among hospital personnel 
may more than triple in number in a 
little more than a year. About one- 
third of carriers eventually have le- 
sions, which may recur for months. 
Transmission probably depends more 
on direct human contact than on con- 
tamination by objects and materials. 
Larger numbers of organisms are re- 
quired for infection than in some other 
contagious diseases. 

Hospital patients and _ personnel 
may spread organisms to their fami- 
lies and beyond. Many infants infected 
in the newborn nursery become ill af- 
ter going home. Nursing mothers often 
have breast abscesses and other rela- 
tives may have repeated boils. 

The organisms may become en- 
demic in a population having little con- 
tact with hospitals and eventually re- 

( Continued on page 88) 
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seed the original institution. Endemic 
disease may at any time cause familial 
and other local epidemics, but general 
outbreaks seem unlikely. Long-range 
control, however, may necessitate pro- 
found changes in hospital manage- 
ment, personnel training and physical 
design. 

Return to strict aseptic techniques in 
nursing, medical, and surgical pro- 
cedures will certainly be required. 
Physicians should warn patients of 
staphylococcal contagion and carriers 
in families of infected persons should 
be found and treated. 


Verwey, W. F., and Bass, Joseph, 


A.: Hospital Epidemiology, Mod. 
Med. 27:88-89 (August 15) 1959. 


Fatigue Fractures 


Fatigue fractures occur after unac- 
customed physical training. They are 
seen most commonly in recruits during 
military training. Usually the meta- 
tarsal bones are affected, but the frac- 
ture may also occur in the os calcis, 


tibia, femur, and ‘pelvis. The etiologic 
factor may be distraction of the bone 
due to repeated overstress. 

Symptoms usually begin four to five 
weeks after the start of recruit train- 
ing, often in midwinter when heavy 
clothing and boots are worn. Sudden 
trauma does not precede symptoms. A 
constant, dull aching pain in the im- 
paired bone is relieved by cessation of 
weightbearing. When the fracture is 
in the pelvis, pain is often in the per- 
ineum and is aggravated by forceful 
abduction and adduction of the thighs. 
With fracture of the os calcis, pain is 
produced by compression of the lateral 
or plantar aspect of the heel. Forceful 
precussion of the end of a long bone or 
of the head produces pain in the frac- 
ture site. Point tenderness may be 
elicited in the area of the fracture. 

Pretibial swelling often occurs when 
the tibia is fractured. Swelling of the 
ankle and foot may be noted with cal- 
caneal or metatarsal fractures. Late in 
the course of disease, callus may be 
palpable, particularly in long bones. 

Changes may not at first be apparent 
on roentgenograms. Films should be 
repeated in two or three weeks if a 
fatigue fracture is suspected. 

In the pelvis, the fracture line is 
usually at the junction of the ischium 
and pubis. Healing may be associated 
with some bulging of the cortex. The 
femur is most commonly fractured in 
the lower third. Tibial lesions occur 
approximately 12 centimeters below 
the knee. Tibial and femoral fractures 
are accompanied by periosteal reac- 
tion for about 5 to 6 centimeters in the 
area of the break. An irregular scler- 
otic zone across the shaft may be noted 
at the fracture line. 

Periosteal reaction is slight with os 
calcis fractures. Metatarsal fractures 
usually occur in the middle or distal 
thirds of the shafts of the second and 
third metatarsals. The fracture line is 
often invisible and periosteal reaction 
is at times the only diagnostic clue. 
After two weeks to one month, exuber- 
ant periosteal callus is typical. 

Fatigue fractures must be differen- 
tiated from pathologic or pseudofrac- 
ture due to systemic disease, benign 
and malignant tumors, osteomyelitis, 
and periostitis. The periosteal reac- 


tion, age of the patient, and lac of 
trauma may cause confusion with !)one 
tumors. The correct diagnosis, !ow- 
ever, is suggested by rapid increase of 
periosteal reaction and appearan:e of 
a fracture line or sclerotic zone a:ross 
the shaft. The efficacy of consery ative 
therapy, obliteration of the fracture 
line, and solidification of the callus 
establish the diagnosis. 

Strict bed rest for ten days usually 
relieves pain. Then ambulation is al. 
lowed according to the amount of pain. 
Most patients can resume limited 
duties after a month and can return 
to training in six to eight weeks. 


Wang, C. C.; Lowrey, G. W.; and 
Severance, R. L.: Fatigue Fracture of 
the Pelvis and of Lower Extremity, 
New England J. Med. 260:958-962 
(May) 1959. 


Asymptomatic 
Enlargement of the 
Parotid Glands 


STEVEN BORSANYI, M.D., and 
CYRUS L. BLANCHARD, M.D., Baltimore 
Painless enlargement of the parotid 
glands was studied in 21 patients in 
whom this condition was associated 
with the clinical signs of hepatic 
cirrhosis and a long history of al- 
coholism. In no case was any other 
salivary gland involved. Sialog- 
raphy, parotid biopsy, and meas- 
urement of the resting rate of sali- 
vary secretion were performed in 
each case. This differential diag- 
nosis is valuable after specific pa- 
rotid diseases have been ruled out 
in directing attention to a certain 
group of conditions including latent 
diabetes, liver cirrhosis, and pre- 
cirrhotic changes. Opinions differ 
as to the cause of the asymptomatic 
parotid enlargement but nutritional 
deficiency states and endocrine dis- 
orders, or both, are possible fac- 
tors. Histologic changes of the pa- 
rotid vary little in the different un- 
derlying diseases and are not defi- 
nitely characteristic of them. 
From Journal of the American 
Medical. Association 174:102 
(Sept. 3) 1960. 
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BR When inflammation is present, Darvon 

m combined with A.S.A.® Compound 

reduces discomfort to a greater extent 
than does either analgesic given alone. 


products of research... 


in 
ic 
. relief from piercing dental pain 
® 
DARVON* COMPOUND and 
in 
‘|| DARVON COMPOUND-65 
" Both products combine the analgesic advantages of Darvon with the antipyretic and anti-inflammatory . 
: benefits of A.S.A. Compound. Darvon Compound-65 contains éwice as much Darvon as regular Darvon : 
" Compound without increase in the salicylate content or the size of the Pulvule®. 
er Formulas: 
‘ic Darvon Compound Darvon Compound-65 
In- 
fi- Usual Dosage: Darvon Compound: 1 or 2 Pulvules three or four times daily. 
ia Darvon Compound-65: 1 Pulvule three or four times daily. : 

A.S.A.® (acetylsalicylic acid, Litly) ' — 
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CLINICAL AND LABORATORY SUGGESTIONS 


(See page 80 and 81) 
Form to be Used by Contributors 


To: Clinical and Laboratory Suggestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 


Subject: 


Explanation of Procedure: 


Sketch: 


Suggestion submitted cannot be acknowledged or returned. 


$10 will be paid on publication for each suggestion that is used. 
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Millions Proposed 
for Dentistry 


A REPORT on “Dentistry in the United 
States” has been released. The survey 
on which this report is based was 
financed by grants of $445,000 di- 
vided among: Kellogg Foundation, 
$280,000; Rockefeller Brothers Fund, 
$25,000; Louis W. and Maud Hill 
Family Foundation, $5000; American 
Dental Association $135,000. 

The Commission that conducted the 
survey of dentistry was appointed by 
the American Council on Education. 
The Commission is composed of four 
dentists, two physicians, and ten 
others. 

There will probably be many cases 
of acute hypertension among stalwart, 
Old Guard reactionaries in the dental 
profession when they read this report 
on dentistry in the United States and 
the plans for the future. This syndrome 
of acute elevation of blood pressure 
will come when the traditional arch 


conservatives, who have always com- 


posed the majority of the dental pro- 
fession, read the proposed role that the 
government will occupy in the den- 
tistry of the future: government sub- 
sidy for dental health, dental oduce- 
tion, dental research. 

To be specific on each one of these 
subjects here are the exact recommen- 
dations: 

Dental Health—“The Commission 
proposes that states and communities 
institute plans to offer free dental in- 
spection to all school children, with 
any necessary treatment to be pro- 
vided by private and public agencies 
if parents cannot afford to pay for it. 
To cushion the expense of such a plan, 
it could be put into effect over 12 
years, adding a new group of six-year 
olds each year . . . The Commission 

(Continued on page 95) 
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estimates this would cost $120,000,000 
the first year, for the first cohort of 
some 4 million six-year olds at the rate 
of $30 each based on the needs of six- 
year olds at average costs. After that 
the cost would increase gradually over 
eleven years, leveling off at an annual 
total of a little over $940,000,000 for 
the twelfth and succeeding years.” 

Dental Education — “At present 
dental education receives about $20- 
000,000 a year in operating support 
from outside sources, mostly from 
public support or endowment funds. 
The Commission estimates that this 
should be increased by approximately 
$53,000,000 a year by the early 1970’s 
and continue on at least that scale 
thereafter. In addition, $250,000,000 
should be provided over the next ten 
years for remodeling old schools and 
building new ones, in excess of the ap- 
proximately $10,000,000 now avail- 
able annually for capital purposes... 

“The Commission recommends that: 

“The Federal Government assist den- 
tal education by providing funds for 
operational expenses as well as for 
new construction and remodeling, and 
for scholarship and loan funds for 
dental students. This assistance should 
not interfere with university autonomy 
in admissions policies and curriculum 
content.” 

Dental Research — “The Commis- 
sion recommends that: 

“]. Financial support for dental re- 
search be increased, not only from 
federal sources but also from individ- 
uals, philanthropy, and corporations. 
The increase in financial support 
should be commensurate with the in- 
crease in the availability of research 
personnel. 

“2. A nongovernmental agency be 
established for the solicitation and dis- 
tribution of grants from industry and 
philanthropy for the advancement of 
research in the cause and the control 
of oral disease . . . 

“Since much of any future increase 
in research allotments undoubtedly 
will come from the Federal Govern- 
ment, the Commission is particularly 
disturbed at federal policy in this re- 
gard. Although the Federal Govern- 
ment will pay the full cost of federally 
financed research conducted by indus- 
try, the Department of Health, Educa- 
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Actual size 7%" 


What Every Parent Should Kknow=- 
about his child’s teeth 


The first tooth is a family triumph! 
. . . Every succeeding tooth, to the 
total of 52, should be of major interest 
to parents . . . Show parents on a 
dynamic time-wheel what teeth should 
appear where and at what time. 
The Eruption CALCULATOR 
shows the dental development from 
birth to adulthood — when all the 
teeth are due for appearance in the 
mouth. 

Although there are 44 separate 
views of the child’s mouth on this 
chart, parents will not find it confus- 
ing, for only the two (or four—in 


Hental Digest 


1005 Liberty Ave., 
Pittsburgh 22, Pa. 
Please send me....... CALCULATORS 
I enclose $........ B:ll through dealer 0 


TOOTH ERUPTION CALCULATOR in COLOR, $1.00 each, 6 for $5.00 


the case of mixed dentition) which 
apply to a certain age level are visible 
at one time. The dials (one on each 
side of the two-sided chart) rotate 
to show upper and lower teeth 
through 14 stages of development. 

Every dentist and physician will 
want the TootH Eruption CAL- 
CULATOR in his office to demonstrate 
tooth development to the parents of 
children. 

Every dentist and physician will al- 
so want the Tootu Eruption Cat- 
CULATOR to give to parents for home- 
use and patient education. 


tion, and Welfare, which sponsors a 
large share of the research in the 
health sciences, allows universities to 
spend for overhead only 15 per cent 
of the amount of any grant it makes to 
them for investigations in identical 
areas. 

Commission recommends that: 

“The Federal Government, in its sup- 
port of research and training in the 
fields of health, adopt the principle of 
payment to universities of the full 
overhead costs.” 

There are dentists who are not quite 
ready to accept the sudden turn toward 


such extensive programs to be fi- 
nanced from government funds. There 


are dentists who are not ready to ac- 
cept the sweeping statement that meth- 
od of payment is not an issue. “Ways 
must be found to provide early and 
continuing care for school children as 
well as methods of financing dental 
service for indigent and low-income 
groups. Whether this is done through 
public or non-public channels is not 
at issue.” 

The Commission did not recom- 
mend a system of compulsory health 

(Continued on page 97) 
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SIGNS omen 


TONGUE 


PALATE 


INDEX 


The information from a shelf of textbooks has 
been compressed into the easily-read, rotating 
1114” dial chart, ORAL DiacnostIc Siens. Use of 
the chart will save you hours of searching through 
reference material. 

The mouth is a mirror that reflects the mani- 
festations of many systemic diseases. Early de- 


tection and treatment may save lives! 


How to sharpen your DIAGNOSTIC SKILL 


Every dentist and physician—whatever his spe- 
cialty or field of particular interest—should have 
a copy of this important diagnostic aid! Send for 
your copy today! (Coupon on page 100.) 

Ora Diacnostic Sicns has been prepared by 
Edward J. Ryan, D.D.S., Editor of Dental Digest, 
and E. Cheraskin, M.D., D.M.D., Professor of 
Oral Medicine, University of Alabama. 
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insurance. The Commission did not 
recommend an extension of Social Se- 
curity to include dental care. The Com- 
mission, in fact, did not indicate ex- 
actly where all this money was to 
come from. “Ways must be found” is 
hardly specific enough. 

The low priority in which the pub- 
lic places dental service is well known. 
It is an unhappy truth that 60 per cent 
of our people receive virtually no den- 
tal care or receive inadequate care. 
The Commission states this fact and 
recognizes the need for extensive pro- 
grams in dental health education. 

The Commission is forthright in the 
evaluation of state licensing practices: 

“All in all, the Commission finds 
much to be desired in the administra- 
tion of licensing examinations. To an 
inordinate degree, tests of clinical 
competence too often stress mechan- 
ical skills rather than preventive and 
treatment procedures. Moreover, the 
competence of some state examiners is 
open to question in both theoretical 
and practical areas. A significant num- 
ber of them are political appointees 
who themselves are not expert in the 
subject matter of the examinations 
they administer. 

“The Commission is deeply con- 
cerned, too, that state examinations do 
not go beyond passing on the initial 
competence of a new practitioner. 
There is no way of ensuring that a den- 
list maintains his competence or that 
he keeps abreast of the scientific ad- 
vances in dentistry that mount year by 
year. All states require periodic re- 
registration of dentists, but in no case 
is renewal of a license dependent upon 
whether a dentist has improved or 
even maintained his qualifications.” 

On this section on state licensing 
practice there is silence on the delicate 
subject of reciprocity that might be a 
method to give a better distribution of 
dentists. 

The need for better utilization of the 
dental hygienist, dental assistant, den- 
tal technician is recognized and clearly 
stated in the report. The need for im- 
provement in the internal affairs in 
dental practice (better practice admin- 
istration) is also recognized. 

A realistic statement is made by the 

‘Continued on page 98) 
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In today’s era of specialization when many different tools are ae for many “special 
requirements” it is gratifying to find one instrument able to fulfill so many varied needs. 
That one instrument is TURBO-JET, designed to perform the numerous preparations 
required in FULL MOUTH REHABILITATION as well as all other areas encountered 
in today’s modern dental operatory. Inspect these many outstanding features designed 
to make versatility and efficiency available at your finger tips, and complete, all in one 
High-Speed Handpiece - - - - - TURBO-JET! 


THE TURBO JET Hand- 
piece can be sterilized, autoclaved or 
boiled if desired. Bearings are water- 
lubricated. No daily lubrication care 
of the handpiece is necessary. 


HYDRAULIC DRIVE no 
gears, pulleys or belts! This excep- 
tional design feature introduces the 
surprisingly gentle VIBRATION 
FREE operation of TURBO-JET. 


LOW NOISE FACTOR 


operates more quietly than your pres- 


PORTABLE 00 water or air 


connections necessary. 


ent handpiece. 


BUILT IN SPRAY water 
can be directed with pinpoint accuracy 
_ to the tip of the smallest cylinder or 
the edge of the widest disc. 


These are just a few of the advantages that can be yours when you own a TURBO-JET. 
Mail the attached coupon today for further information and your free copy of “The Inside 
Story of High Speed”. You, too, will agree that ..... e 

NO OPERATORY EQUIPMENT IS COMPLETE WITHOUT A TURBO-JET! 
NO OTHER HIGH SPEED INSTRUMENT COMBINES EFFICIENCY OF 
PERFORMANCE, VERSATILITY AND COMFORT TO SUCH A HIGH 
DEGREE! 


FLEXIBLE UPRIGHT 
that allows complete freedom of move- 
ment with 360° rotation and is adjust- 


able to any angle. 


BOWEN & COMPANY, INC. --. o. Bex 5818, Bethesda 14, Md. 


Please send me without obligation your FREE Booklet. 
Dr. 
Address 
City Zone _..... State 


:, 
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HOLIDAY INN 
2830 S. Ocean Blvd. 


SEA BREEZE RESORT 
MOTEL & VILLAS 
2770 S. Ocean Blvd. 

Oceanfront air-conditioned 
rooms, apartments facing 
three pools, private beach 
with fishing pier. Children’s 
playground, Dining room, 
Coffee Shop, Lounge. Free 
chaise lounges, cocktail, 
beach parties. Quality Court. 


Oceanfront country club liv- 
ing. Fresh water pool and 
private beach. Beautiful air- 
conditioned apartments with 
private patios. Polo Cocktail 
Lounge. Dining on 
garden terraces. 


En toy | 
PALM BEACH 


d, 
‘ 


VACATION ON THE OCEAN “ame 
AT “PIGGY BANK” PRICES , 


Enjoy this tropical playground. 
Be lazy by poolside — or splash 
in the blue Atlantic. Sunny days 
— cool, romantic evenings under 
palms with music, dancing. All 
sports, sightseeing, recreations— 
and amazing FREE features: 


Parking at your door 
9-hole putting golf course 
Tennis — fishing — movies 
Chaise lounges—shuffleboard 
Beach and cocktail parties 
© Swimming pools — beaches 


SPECIAL WINTER RATES 
WRITE TODAY 
FOR INFORMATION 


MAIL COUPON for FREE LITERATURE 


FABULOUS OCEANFRONT RESORTS 
2770 So. Ocean Boulevard 
Palm Beach, Florida 


Please send me brochure and rates on each of your oceanfront 
resorts. - 


MY NAME (Please Print) 


- ADDRESS CITY 


DATES OF CONTEMPLATED VACATION 


You don’t have to be a millionaire to live like one! 


Commission on dental researc! and 
education: 

“So serious is the lag in denial re. 
search that the Commission believes 
the research potential of existins den. 
tal schools must be considerably ex. 
panded even before any new schools 
are created. An important step that 
should be taken in this direction is to 
establish closer relationships between 
investigators in dental schools and 
those in the graduate schools and other 
university health science schools, It 
would be futile to attempt this, how. 
ever, until the quality and scope of 
science courses in the dental schools 
have been raised to levels acceptable 
to graduate colleges. At present most 
medical school science courses are ac. 
cepted by graduate schools, but many 
dental school courses are not. : 

“One reason for this has been the 
tendency of universities, particularly 
those that are privately endowed, to 
count on income from dental clinics to 
provide significant support for their 
dental colleges. In order to produce 
income for the university, dental stu- 
dents are required to spend a dispro- 
portionate amount of time in the clinic 
rather than in the library or labora 
tory. Under these conditions, training 
in clinical skills is likely to displace 
scientific education and research. 

“Under these conditions, too, it is 
almost inevitable that clinical teachers, 
whose leadership is necessary if stu- 
dents are to be drawn to research, will 
develop a cynical attitude toward it. 
At work on the clinic floor or in the 
technique laboratory all day long, the 
clinical teacher has little time or en- 
ergy for academic pursuits, nor is he 
likely to develop much respect for 
them. Transmitted to his students, 
such a negative attitude often consti- 
tutes an almost insurmountable ob- 
stacle to the development of student in- 
terest in research.” 

The comparative paucity of dental 
research is demonstrated in the re- 
port: Although the cost of dental treat: 
ment amounts to one-tenth of the total 
health care budget only one-fiftieth ol 
the amount spent on health research 
allocated for dental research. 

It is anybody’s guess how taxpayers 
lawmakers, public administrators wil 

(Continued on page 102) 
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DIGES! 


Would YOU be a good PRESIDENT 


of your service club... your lodge ... or any other 
business or social organization? 


If you are a president you should know parliamentary facts. 
Learn the Parliamentary Rules the easy way from a slide rule 
that shows at a glance the 36 most common motions—when they are 
in order, if they need a second, the vote required, if they are debat- 
able, if they may be reconsidered or renewed, if you may interrupt 
a speaker, when you must be recognized by the chairman. 


PAN-L-VIEW is a slide rule in a transparent plastic case that shows 
clearly the Yes and No answers for every regular motion. 


Based on Robert’s Rules of Order Revised 
A MUST FOR ALL CHAIRMEN: A HELP TO ALL MEMBERS 


Approved by professional parliamentarians and teachers of parliamentary law 


PAN-L-VIEW, 708 Church Street, Evanston, Illinois 


[] Send me a PAN-L-VIEW Slide Rule on Parliamentary Procedure in Three- 
Color Vinylite plastic. Size 12x6% inches. 


[] Enclosed is my check for $3.00. 


See pages 83, 84, 85, 86 D.D.2 | See page 88 D.D.2 
Coox-WaiTe Laporatories, INc. Dri-CLAvE Corp. 
1450 Broapway, New York 18, N.Y. FRANKLIN Square, L.I., N.Y. 

Please send samples and information con- Please send information on your products. 
Dr. ov ee Address 66 oe eee eee 
S 89 .D. 
See page 87 D.D.2 

Tue L. D. CauLK Co. 
CoLumBia DENTOFORM Corp. Muyo. De. 
131 East 23rp St., New York 10, N.Y. ‘ ; 

ra Please send information on Jeltrate. 
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See pages 90, 91 D.D.2 


Litty & CoMPANY 
INDIANAPOLIS 6, INDIANA 


Please send information on Darvon Com- 
pound. 


See page 94 D.D.2 
THE S. S. Wuite Dentat Merc. Co. 
PHILADELPHIA 5, Pa. 


Please send information on CMA, SE- 
LECTRON XV and XVI. 


See page 96 D.D.2 


DENTAL DIGEST 
1005 Lisperty Ave., PirrspurcH 22, Pa. 


Please send me......copies of the chart, 
Oral Diagnostic Signs at $1.98 per copy. 
[] I enclose check [J I enclose money order 
[] Bill me through my dental dealer. 


See page 97 D.D.2 


BowEN & Co., INc. 
P.O. Box 5818, BetHEspa 14, Mp. 


Please send me your free booklet. 


See page 98 D.D.2 


FABULOUS OCEANFRONT RESORTS 
2770 So. OceEAN Bivp., PALM Beacu, FLA. 


Please send me information on your 
oceanfront resorts. 


See page 99 D.D.2 


WHITEHALL LABORATORIES 
22 East 40TH St., New York 13, N.Y. 


Please Anacin dispenser with samples. 


See fourth cover D.D.2 


THE Dentists’ Suppty Co. or N.Y. 
York, Pa. 


Please send Trubyte Slide Library Cata- 
log. 
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Practical Technical Suggestions for Dentists 
Volume 5 of Clinics On Paper is welcome news to 
Indexed 
many of the 5000 dentists who had purchased each 
of the four previous volumes. Since its introduction 
By only a few weeks ago hundreds have purchased Vol- 
ume 5 to complete their file of this valuable material. 
‘ None of its 100 suggestions appeared in the preced- 
Subj ects ing volumes. 
Like each of the four preceding volumes, Volume 5 
For is printed in two colors on fine paper, and is indexed 
by subjects for easier reference. 
Easier The price is only $1.75 per copy to regular subscrib- 


ers to Dental Digest. To non-subscribers the price is 
$2.50 (note combination offer in coupon). Why not 


Reference order your copy now for immediate delivery? 


= 
7 1005 Liberty Avenue, Pittsburgh 22, Pa. On Paper immediately. I am 
Please enter my order as marked on the right. a subscriber to Dental Digest. 
I understand immediate delivery will be made. () Here is $2.50. Send one 
| copy of Clinics On Paper. I 
Dr a subscriber to Dental | 
| : - sues of Dental Digest and a 
copy of Volume 5 of Clinics 
| On Paper. I am not a sub- 
seriber to Dental Digest now. 
i id 
NEW! an important al 
ild-pati 
for the child-patient 
“How to Have Less Tooth Decay” is an easy-to- 
understand list of prohibited and permitted foods to 
help control tooth decay. Approved by pedodontists. 
Printed on durable paper. An excellent enclosure with 
statements or for distribu- DIGEST 
tion in office. Samples avail- 1005 Liberty Ave., Pittsburgh 22, Pa. 
able. Price: 100 for $3.00. pamphlets 
Use coupon for convenience 
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react to the suggestions in the Comriis. 
sion’s report on dentistry. Behind ihe 
commendable objectives for improve. 
ment in the dental health of the Ameri- 
can people is the matter of costs. And 
behind costs is a philosophy: How 
much of the expense of health care 
does the American family wish to meet 
and how much should come from pub. 
lic funds? 

—E.J.R. 
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